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Abstract
Mental health disorders in children and adolescents are highly prevalent yet undertreated. A detailed understanding of the 
reasons for not seeking or accessing help as perceived by young people is crucial to address this gap. We conducted a system-
atic review (PROSPERO 42018088591) of quantitative and qualitative studies reporting barriers and facilitators to children 
and adolescents seeking and accessing professional help for mental health problems. We identified 53 eligible studies; 22 
provided quantitative data, 30 provided qualitative data, and one provided both. Four main barrier/facilitator themes were 
identified. Almost all studies (96%) reported barriers related to young people’s individual factors, such as limited mental 
health knowledge and broader perceptions of help-seeking. The second most commonly (92%) reported theme related to 
social factors, for example, perceived social stigma and embarrassment. The third theme captured young people’s percep-
tions of the therapeutic relationship with professionals (68%) including perceived confidentiality and the ability to trust an 
unknown person. The fourth theme related to systemic and structural barriers and facilitators (58%), such as financial costs 
associated with mental health services, logistical barriers, and the availability of professional help. The findings highlight the 
complex array of internal and external factors that determine whether young people seek and access help for mental health 
difficulties. In addition to making effective support more available, targeted evidence-based interventions are required to 
reduce perceived public stigma and improve young people’s knowledge of mental health problems and available support, 
including what to expect from professionals and services.
Keywords Children · Adolescents · Mental health · Barriers · Facilitators · Professional help
Introduction
Almost one in seven young people meet diagnostic criteria 
for a mental health disorder [1]. Untreated mental health 
disorders in children and adolescents are related to adverse 
health, academic and social outcomes, higher levels of 
drug abuse, self-harm and suicidal behaviour [2–4] and 
often persist into adulthood [5]. Indeed, half of the lifetime 
mental health problems start by the age of 15 and nearly 
three quarters by the age of 18 [6], creating a substantial 
global socioeconomic burden [7]. These short and longer 
term negative outcomes associated with youth mental health 
problems emphasise the importance of early detection and 
prompt access to professional treatment.
Effective, evidence-based treatments for mental health 
disorders in young people exist [8]. However, less than two-
thirds of young people with mental health problems and 
their families access any professional help [9]. In general, 
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young people are more likely to get professional help if they 
are older (i.e. adolescents more likely than children), Cauca-
sian, experiencing more than one mental health problem and 
suffering from behavioural rather than emotional disorders 
[10, 11]. Besides from factors associated with treatment uti-
lisation (e.g. gender and race), a detailed understanding of 
the reasons that young people (rather than parents or profes-
sionals) do not seek and access professional help is crucial 
to address the gap between the high prevalence of mental 
health disorders in young people and low treatment utilisa-
tion. A recent systematic review of parent-reported barriers 
to accessing professional help for their child’s mental health 
problems identified barriers related to systemic/structural 
obstacles (e.g. costs, waiting times), attitudes towards the 
service providers and psychological treatment (e.g. trust and 
confidence in professionals, the perceived effectiveness of 
treatment), knowledge and understanding of mental health 
problems and the help-seeking process (e.g. recognition of 
the problem, knowing where to get help) and family circum-
stances (e.g. other responsibilities and family’s support net-
work) [12]. Amongst general practitioners (GPs), who often 
act as ‘gatekeepers’ between families and specialist services, 
commonly perceived barriers include difficulties identify-
ing and managing mental health problems (e.g. confidence, 
time, lack of specific mental health knowledge) and making 
successful referrals for treatment (e.g. lack of providers and 
resources) [13].
As young people can take an active role in help-seeking, 
particularly as they get older, it is important to ascertain 
their own views on the barriers to seeking and accessing 
help for their mental health problems. A previous system-
atic review that focused on young people’s views found that 
young people most commonly fail to seek help because of 
stigma, embarrassment, difficulties with recognising prob-
lems and a desire to deal with difficulties themselves [14]. 
However, this review only considered help-seeking for anxi-
ety, depression and general ‘mental distress’ and, therefore, 
does not capture barriers in the context of other mental 
health disorders, or more recent literature published since 
2009. Furthermore, the review included samples of young 
adults (e.g. university students), making it hard to know the 
degree to which the reported barriers/facilitators are relevant 
for children and adolescents specifically.
It is now widely recognised that high demands on special-
ist services, limited available provision and long waiting lists 
present key barriers to accessing child and adolescent mental 
services [15]. This has prompted a range of recent initiatives 
designed to increase the availability and accessibility of spe-
cialist services (e.g. Children and Young People’s Improving 
Access to Psychological Treatment (CYP-IAPT) Programme 
in the UK, KidsMatter in Australia), support within schools 
[16, 17], and public resources (e.g. YoungMinds, Rea-
chOut). However, it is critical that efforts to improve access 
to support and services consider young people’s views on 
help-seeking, and by doing so address the barriers that are 
pertinent to them.
This study provides an up-to-date systematic review 
of all studies where children and adolescents were asked 
about barriers and facilitators to help-seeking and accessing 
professional support in relation to a wide range of mental 
health difficulties, to inform ongoing and future interven-
tions designed to improve treatment access. To fully address 
the complexity of the process of seeking and accessing pro-
fessional help in young people, results from quantitative and 
qualitative studies were analysed and combined. By focusing 
on children and adolescents with a mean age of 18 years 
or younger (and excluding any studies which only included 
young adults over 21 years) findings will be especially rel-
evant to the school context, and youth services for under 19s.
Methods
A systematic review was conducted following PRISMA 
guidelines [18] and was registered in the international pro-
spective register of systematic reviews (PROSPERO), num-
ber 42018088591, on 13/02/2018. A PRISMA checklist is 
provided in Online Resource 1.
Literature search
The initial search strategy and preliminary inclusion/exclu-
sion criteria followed a recent review of parent-perceived 
barriers and facilitators to help-seeking and accessing treat-
ment for their children [12]. The search terms captured four 
major concepts: (1) barriers/facilitators, (2) help-seeking/
accessing, (3) mental health, and (4) children/adolescents 
and parents (see Online Resource 2 for details of the search 
strategy). The original search was launched in October 2014 
[12] and replicated using the same strategy in October 2016 
and in February 2018. We used the NHS Evidence Health-
care database, combining Medline, PsycINFO and Embase, 
and the Web of Science Core Collection separately. Addi-
tionally, we used hand-search methods to check the reference 
list of articles included in the full text screening stage, and 
performed backward and forward reference searching of key 
papers to identify further studies of interest.
Eligibility criteria
A study was included if child and/or adolescent (mean sam-
ple age up to 18) participants reported barriers and/or facili-
tators to seeking and accessing professional help for mental 
health problems. Studies reporting only parental/caregiver’s 
perceived barriers and facilitators, and studies including 
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only young adults (e.g. university students) were excluded. 
Similarly, studies that only reported factors associated with 
treatment utilisation and studies reporting barriers/facilita-
tors related to ongoing treatment engagement (not initial 
access to treatment) were excluded. The full list of inclusion/
exclusion criteria is available in Online Resource 3.
Study selection
We selected the studies for the current review through an 
initial search in October 2014 conducted within the Rear-
don et al. [12] review, and two updated searches using the 
same search terms (October 2014–October 2016; and Octo-
ber 2016–February 2018). In total, 3682 studies published 
since October 2014 were identified from database searches 
and hand searching. After duplicates were removed, two 
independent reviewers from the team (JR, CT, GEB, and 
PL) screened 2582 abstracts, and 385 full texts. In cases of 
disagreement, a third reviewer was consulted (TR) to reach 
a final decision. In total, 53 studies were included in the 
current review. Thirty studies provided qualitative data, 22 
provided quantitative data and one study provided both. For 
two included studies, relevant results were reported in two 
separate papers, which were all included in a current review 
[19–22].
The full process of study selection is presented in the 
PRISMA flowchart (Fig. 1).
Data extraction
We used the data extraction form developed by Reardon 
et al. [12], with minor amendments to reflect the fact that 
study participants were children/adolescents rather than 
parents. The form included the following information: (1) 
methodology used (qualitative, quantitative or mixed meth-
ods), (2) country of study, (3) study setting (e.g. school, 
mental health clinic), (4) child/adolescent characteristics, 
including age range, gender, ethnicity, area of living (e.g. 
Fig. 1  PRISMA flowchart of study selection process
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rural, urban), (5) type of mental health problem addressed/
focus of the study and method of mental health assessment, 
(6) characteristics related to service use, and (7) key find-
ings relating to perceived barriers and facilitators, supported 
by quantitative or qualitative evidence. Where applicable, 
details regarding barrier/facilitator measures were recorded 
for quantitative studies. For qualitative studies, we recorded 
details about the methods used (e.g. focus groups, inter-
views) and the areas of relevant questioning. Data extrac-
tion was undertaken by two independent reviewers (JR and 
GEB/PL/TR).
Quality rating
In line with the approach used by Reardon et al. [12], we 
used two adapted versions of quality rating checklists devel-
oped by Kmet et al. [23]. One checklist was used to evaluate 
the quality of quantitative studies and another to evaluate the 
quality of qualitative studies. Quality checklists addressed 
the research question, study design, sampling strategy and 
data analysis. The quantitative checklist also addressed the 
robustness of the barrier/facilitator measure, and the qualita-
tive checklist addressed the credibility of the study’s conclu-
sions (see Online Resource 4). The quality of the study that 
provided qualitative and quantitative data [24] was assessed 
using both scales. Two independent reviewers (JR and GEB/
PL/TR) assessed the quality of each included study. Based 
on the total score, each study was classified as ‘low’ (0–12 
for quantitative and 0–11 for qualitative studies), ‘moderate’ 
(13–16 for quantitative and 12–15 for qualitative studies) 
or ‘high’ (17–20 for quantitative and 16–18 for qualitative 
studies) quality. Discrepancies between the reviewers were 
discussed with a third reviewer (TR/CC). Each study was 
included in the review, regardless of its quality.
Data synthesis
We conducted a narrative synthesis following ESRC guid-
ance [25], which outlines three main steps of analysis: (1) 
developing a preliminary synthesis, (2) exploring relation-
ships between and within studies, and (3) assessing robust-
ness of the synthesis. We chose this approach because of the 
high methodological variability across studies and the pre-
dominantly descriptive nature of the results. Consequently, 
statistical meta-analysis was not feasible.
A preliminary synthesis was done separately for quan-
titative and qualitative studies Each individual perceived 
barrier or facilitator reported in each quantitative study 
was assigned a code, and we reorganised the data accord-
ing to these initial codes (e.g. ‘assured confidentiality’, 
‘concerns around confidentiality’, ‘worrying that informa-
tion about me will be shared with others’). We then used 
an iterative process to refine codes, to group codes into 
families of codes (e.g. ‘perceived confidentiality’), and 
finally to group families of codes into overarching barrier/
facilitator themes (e.g. ‘relationship factors’). Extracted 
qualitative data were coded and organised following the 
same procedure. Next, we developed a single-coding 
framework capturing barriers and facilitators across quan-
titative and qualitative studies. Codes generated in the pre-
liminary synthesis of qualitative and quantitative studies 
were combined and refined in this step, and organised into 
22 subthemes and 4 themes. To address the heterogene-
ity of the quantitative studies and to facilitate comparison 
across studies, we ‘transformed’ the data [25]. In line with 
the ESRC guidance, we developed a ‘common rubric’ to 
summarise the quantitative data. After examining the per-
centages of participants who endorsed each specific bar-
rier/facilitator across studies, we categorised each barrier/
facilitator into one of three groups [‘low’ (endorsed by 
0–10% of participants), ‘medium’ (endorsed by 10–30% 
of participants) and ‘high’ (endorsed by more than 30% 
of participants)]. These groups reflect the relative distri-
bution of the percentage of respondents who endorsed 
each barrier/facilitator across studies. Where applicable, 
Likert-scale responses were converted into ‘percentage 
endorsed’ by summing positive responses (e.g. ‘agree’ 
and/or ‘strongly agree’) before categorisation. Three stud-
ies reported only means and standard deviations for each 
barrier/facilitator and no frequencies. In these cases, we 
applied data standardisation and categorised responses 
into the three corresponding categories using percentile 
and z scores. To minimise the impact of barriers/facilita-
tors reported by only a small minority (< 10%) of partici-
pants, barriers/facilitators categorised as ‘low’ frequency 
were not included in subsequent analyses. As results from 
qualitative studies were descriptive (non-numerical), this 
kind of data transformation was not appropriate for quali-
tative studies.
We used graphical methods to present the percentage of 
included studies that reported each specific barrier/facili-
tator, and the corresponding percentage for qualitative 
and quantitative studies separately. Next, we explored the 
relationship between study characteristics (e.g. qualitative/
quantitative methodology, country, use of a mental health 
assessment to identify participants) and sample charac-
teristics (e.g. mental health status, gender, area of living), 
and barrier/facilitator themes and subthemes. Where we 
identified a pattern related to study/sample characteristics, 
details are reported below.
We performed a sensitivity analysis to establish the 
review’s robustness by examining the impact of ‘low’ qual-
ity studies on the findings. These studies were removed 
and results related to themes, subthemes and conclusions 
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re-examined to determine whether they stayed the same 
or not.
All analyses were led by the primary author (JR), with 
regular discussions with other reviewers (TR/PW/CC) to 
agree with the interpretation of codes and themes.
Results
Study description
In total, 53 studies were included in the review, with 22 provid-
ing quantitative data, 30 providing qualitative data, and 1 study 
providing both [24]. Therefore, the total number of studies and 
corresponding percentages in the results refer to 54 included 
samples (23 quantitative and 31 qualitative). Study character-
istics are provided in Tables 1 and 2.
Studies varied widely on sample size (from 6 to 10,123), 
participants’ age (from 7 to 21 years), country (with 48% of 
studies conducted in North America, 24% in Europe, 20% in 
Australia and 8% in Asia), demographic profiles (with 20% of 
studies focused on specific ethnic/gender groups and others 
with more varied samples), recruitment setting (with 72% of 
studies conducted in schools, 17% in (mental) health settings, 
and the others in varying community settings) and the type 
of mental health problem that was a focus of the study (with 
30% of studies focused on mental health in general and the 
remaining studies focused on specific mental health problems, 
such as depression, anxiety, suicidal ideation and ADHD). In 
half of the studies participants’ mental health was assessed (all 
of these studies assessed young people’s mental health using 
questionnaire measures, with the exception of four studies that 
used a standardised diagnostic assessment). Similarly, studies 
addressed various types of professional support, with some 
(9%) focused on school-based (mental health) services and 
the majority of remaining studies focused on any professional 
help (50%) or on support available in a specific (mental) health 
setting (40%). In 41% of studies, participants’ service use was 
not reported or assessed, and in others, some (2–57%) or all 
participants had received professional help for their mental 
health problems.
In quantitative studies, young people were most com-
monly asked to endorse the presence or absence of barriers 
from a list, or rate barriers using a 4–7 point Likert response 
scale. Three quantitative studies asked open questions about 
help-seeking [26–28]. Less than a third (30%) of quantitative 
studies reported facilitators to help-seeking, with two of those 
studies reporting facilitators only [29, 30].
The majority of qualitative studies used one-to-one inter-
views (45%), focus groups (32%), or both (16%) to collect 
data, with the exception of two studies where they applied a 
qualitative approach to analyse responses to open-ended sur-
vey questions [19, 20, 31]. Unlike quantitative studies, more 
than a half (58%) of qualitative studies reported facilitators to 
help-seeking, as well as barriers.
Quality ratings
Overall, the quality of the studies varied, ranging from ‘low’ 
to ‘high’, with 65% of quantitative and 52% of qualitative 
studies rated as ‘high’ quality, and 4% of quantitative and 
13% of qualitative studies rated as ‘low’ quality. The weak 
aspects of qualitative studies tended to relate to methodolog-
ical issues, such as clarity and appropriateness of sampling 
strategy (e.g. insufficient detail on how study participants 
were selected), data collection and analysis methods (e.g. 
only a very brief description of data analysis), whereas quan-
titative studies most commonly failed to describe the barrier/
facilitator measure’s robustness (e.g. no details given about 
the measure’s psychometric characteristics).
Barrier/facilitator themes
Four barrier/facilitator themes were identified from both the 
qualitative and quantitative studies. The themes relate to (1) 
young people’s individual factors, (2) social factors, (3) fac-
tors related to the relationship between the young person 
and the professional and (4) systemic and structural factors. 
Barrier and facilitator themes and subthemes are summa-
rised below. Barrier and facilitator themes and subthemes 
identified in each study are available in Online Resource 5.
1. Young people’s individual factors
The majority (96%) of studies reported barriers and facili-
tators related to individual factors. Subthemes and their dis-
tribution across all studies, and across qualitative and quan-
titative studies separately are outlined in Fig. 2.
Barriers and facilitators related to knowledge about men-
tal health and mental health services were reported in more 
than half (53%) of the studies, and with high endorsement 
rates (> 30% of participants). Young people reported not 
knowing where to find help and/or whom to talk to [20, 34, 
37, 38, 42–46, 64, 65, 69, 73, 74] and failing to perceive a 
problem as either serious enough to require help [20, 63] or 
mental health related [32]. Young people’s broader percep-
tions of help-seeking were reported as barriers in 39% of 
studies, and as facilitators in 4%. This subtheme captured 
young people’s general attitudes towards mental health and 
help-seeking [31, 49, 53, 55, 59], help-seeking expectations 
[20, 27, 31, 33, 37, 38, 46, 48, 54, 59, 68, 75] and percep-
tions about how help-seeking reflects on their character, such 
as perceiving help-seeking as a sign of weakness [21, 49, 
54, 60, 63, 73, 75]. The latter was reported in all studies 
that included male-only samples. Young people commonly 
(in 39% of the studies) endorsed the barrier of refusing to 
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seek help because of a desire to cope with their problems on 
their own [20, 21, 24, 26–28, 33, 34, 37, 40–42, 45–47, 50, 
54, 56, 61, 68, 73]. This subtheme was reported in nearly 
all studies that included young people with elevated levels 
of depression symptoms or experiences of self-harm, and 
mostly in quantitative studies with high rates of endorse-
ment. In 35% of the studies, young people reported barriers 
related to uncertainty about whether problems were serious 
enough to require help [34, 35, 37, 40, 42, 62, 66, 73, 74] 
and expectations that the problems would improve on their 
own [33–35, 40, 42, 43, 46]. Young people also endorsed 
barriers which related to a reluctance to attend appointments 
and adhere to recommended treatments [24, 71]. Factors 
associated with commitment to the process of help-seeking 
were usually endorsed with a high frequency within quanti-
tative studies. Around a quarter of studies reported the per-
ceived effectiveness of professional help to be the reason for 
(not) seeking professional help, with most studies reporting 
that young people were doubtful about the effectiveness of 
professional help [31–35, 37, 40, 42, 44–46, 48, 50, 67, 72]. 
This reason was endorsed by young people with or without 
previous experience of professional help. Notably, perceived 
effectiveness was more commonly reported in quantitative 
studies than qualitative studies. The extent to which young 
people perceive help-seeking as their own decision was 
reported in a quarter of the studies. Young people reported 
that they were more likely to seek help if they perceived 
it to be their own choice [65, 72] and less likely to seek 
help if they perceived it as their parents’/teachers’ choice 
[48, 61, 67]. A preference for informal support was reported 
as a barrier to seeking professional help in 24% of studies; 
young people reported that they would prefer to discuss their 
mental health difficulties with family members and friends 
than professionals [22, 26, 34, 40, 42]. The subtheme of 
young people’s ability to verbalise the need for help and to 
talk about mental health difficulties was the next most com-
mon barrier to help-seeking, and endorsed by young people 
in 22% of studies overall, and more commonly reported in 
quantitative than qualitative studies. One-fifth of the stud-
ies reported emotional and motivational factors related to 
the nature of their problem, such as anxiety [39–41, 43, 47, 
69] and depression symptoms [20, 27, 33, 40], and a lack of 
motivation [54, 58] as barriers to seeking professional help. 
Unsurprisingly, anxiety and depression symptoms were most 
frequently reported as posing barriers in the studies that 
included participants with elevated levels of psychological 
distress. This subtheme only captured barriers and was more 
frequently reported in the quantitative studies than qualita-
tive studies. Young people also reported past experiences 
to be both facilitators [26, 40, 47, 53, 73, 74] and barriers 
Fig. 2  Percentage of all (per-
centage of 54 included samples 
that reported barrier/facilitator), 
qualitative (percentage of 31 
included qualitative samples 
that reported barrier/facilitator) 
and quantitative (percentage 
of 23 included quantitative 
samples where a ‘large’ (> 30) 
or ‘medium’ (10–30) percentage 
of participants endorsed the bar-
rier/facilitator) studies reporting 
barriers and facilitators relating 
to young people’s individual 
factors
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43%
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[35, 40, 46, 53] to seeking professional help for their men-
tal health problems. Past positive experience was the most 
commonly reported facilitator, reported in 15% of studies.
2. Social factors
The second theme describes barriers and facilitators 
related to social factors and this theme was reported in 92% 
of studies. Subthemes in this category are outlined in Fig. 3.
The vast majority of studies reported barriers (76% of 
studies) related to perceived stigma [19–21, 26, 27, 31, 
32, 49, 50, 54–62, 64, 68, 69, 72, 73] and young people’s 
experienced and/or anticipated embarrassment as a conse-
quence of negative public attitudes [20, 22, 27, 28, 32, 33, 
36, 37, 40–42, 44, 47–49, 58, 61, 64, 69], and these barriers 
were usually reported by a high percentage of young people 
within studies. Reduced public stigma and public normali-
sation of help-seeking were reported as related facilitators 
in four (13%) qualitative studies [57, 63, 72, 74]. Views and 
attitudes towards mental health and help-seeking within 
young people’s support networks, such as family, friends, 
teachers and GPs, were reported as barriers in 17% of stud-
ies, and as facilitators in 19% of studies. In most of these 
studies, these barriers/facilitators were reported by a high 
percentage of participants. Notably, positive views and 
encouragement from young people’s support networks were 
commonly reported facilitators (26% of qualitative and 9% 
of quantitative studies) [21, 32, 52, 59, 61, 63, 72, 73]. This 
subtheme was more frequently reported in studies including 
ethnically diverse samples, ethnic minorities or only male 
participants than studies with predominantly Caucasian, and 
mixed-gender samples. Anticipated consequences of help-
seeking on young people’s social network included the fear 
of being taken away from their parents [59], fear of losing 
status in a peer group [49] and making their family angry or 
upset [48] and were reported as barriers in 29% of qualitative 
and 13% of quantitative studies.
3. Relationship factors
A large proportion of studies (68%) reported barriers and 
facilitators related to the relationship between the young per-
son and a mental health professional. The distribution of 
subthemes across studies overall, and among qualitative and 
quantitative studies, is outlined in Fig. 4.
Issues related to perceived confidentiality were reported 
as barriers in 28% and facilitators in 6% of the studies [19, 
29, 33, 36, 37, 39, 45, 47, 50, 56, 57, 59, 62, 64–66, 69, 73, 
74]. Young people also reported concerns regarding disclos-
ing personal information to a person they do not know well 
[22, 26, 28, 32, 33, 35, 42, 57, 58, 65, 68, 72, 74]. Barri-
ers and facilitators related to young people’s perceptions of 
contact with professionals were reported in one-fifth of the 
studies (20%). Young people reported that they are more 
likely to seek help if they feel respected [63, 66], listened 
to [29, 30, 69] and not judged [69], and less likely if they 
feel they are being judged or not taken seriously [20, 37, 38, 
56, 69]. Lastly, young people endorsed barriers and facili-
tators related to similarities/differences between them and 
professionals in 13% and 6% of studies, respectively. This 
subtheme was most frequently reported in qualitative stud-
ies that included ethnically diverse samples, ethnic minori-
ties and only male participants, and included references 
to the gender [63], ethnicity/race [21] and age [40, 47] of 
professionals.
4. Systemic and structural factors
Barriers and facilitators related to systemic and structural 
factors were reported by 58% of studies overall. We identi-
fied six subthemes which are outlined in the Fig. 5.
Logistical factors, such as lack of time [24, 35, 40, 42], 
interference with other activities [24, 48], transportation 
difficulties [36, 42, 45] and costs associated with mental 
health services [24, 31, 35, 36, 38, 40–43, 45, 46, 50, 59, 
61, 71] were reported in a large proportion of studies, and 
Fig. 3  Percentage of overall 
(percentage of 54 included sam-
ples that reported barrier/facili-
tator), qualitative (percentage of 
31 included qualitative samples 
that reported barrier/facilitator) 
and quantitative (percentage 
of 23 included quantitative 
samples where a ‘large’ (> 30) 
or ‘medium’ (10–30) percentage 
of participants endorsed the bar-
rier/facilitator) studies reporting 
barriers and facilitators relating 
to social factors
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predominantly in quantitative studies. Two-thirds of stud-
ies reporting costs as a barrier to professional support were 
American and studies reporting transportation difficulties 
were more commonly conducted in rural areas than in cit-
ies. Young people also frequently reported barriers (15% 
of the studies) and facilitators (4% of the studies) related to 
the availability of professional help. Limited availability of 
professional services and excessive waiting times were the 
most commonly reported barriers within this subtheme [24, 
26, 38, 54, 60, 68, 73]. Studies also reported barriers related 
to difficulties accessing or reaching support, for example, 
difficulties making an appointment or the attitude of staff 
towards them [19, 24, 33, 67]. The last subtheme captured 
young people’s perceptions of the role of information tech-
nology in help-seeking. In 10% of qualitative studies, young 
people identified opportunities to communicate distress and 
attend treatment via digital tools as facilitators to seeking/
accessing treatment [54, 58, 63, 67]. All of these studies 
were conducted in the UK, Australia or New Zealand.
Robustness of data synthesis
Sensitivity analysis was performed by excluding four ‘low 
quality’ studies (three qualitative and one quantitative) and 
re-examining the distribution of themes and subthemes 
among the remaining studies. There was minimal change in 
relation to the distribution of barrier/facilitator subthemes 
across qualitative and quantitative studies, and the overall 
results remained similar and conclusions unchanged.
Discussion
This review identified 53 studies addressing barriers and 
facilitators to seeking and accessing professional help for 
mental health problems as perceived by children and adoles-
cents. We identified four themes across the studies. Barriers 
and facilitators related to young people’s individual factors 
and to social factors were identified in the vast majority of 
the studies. Young people also commonly reported barriers 
Fig. 4  Percentage of overall 
(percentage of 54 included sam-
ples that reported barrier/facili-
tator), qualitative (percentage of 
31 included qualitative samples 
that reported barrier/facilitator) 
and quantitative (percentage 
of 23 included quantitative 
samples where a ‘large’ (> 30) 
or ‘medium’ (10–30) percentage 
of participants endorsed the bar-
rier/facilitator) studies reporting 
barriers and facilitators relating 
to relationship factors
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and facilitators related to the relationship between them and 
professionals and to systemic and structural factors.
Among barrier/facilitator subthemes, young people most 
frequently endorsed barriers and facilitators related to soci-
etal views and attitudes towards mental health and help-
seeking, such as perceived public stigma and embarrassment 
associated with mental health problems. Young people also 
often perceived a lack of knowledge about mental health 
and the available help as a barrier to help-seeking. Young 
people with a prior experience of mental health difficulties 
reported that, during their difficulties, they had not recog-
nised the need for professional help and had not perceived 
their problems as not serious enough to require help. Young 
people’s negative expectations and attitudes towards pro-
fessionals, and perceiving help-seeking as a sign of one’s 
weakness, were commonly reported across studies as well. 
The latter subtheme was almost always reported in studies 
which included only male participants, highlighting poten-
tial gender differences in perceived barriers [54]. Adoles-
cents also often endorsed a preference to rely on themselves 
when facing mental health difficulties rather than seeking 
professional help, which was again especially prominent in 
studies where participants had previous experience of men-
tal health difficulties. Notably, this subtheme was far more 
commonly reported in quantitative than qualitative studies. 
Compared to qualitative studies, quantitative studies also 
more commonly reported barriers and facilitators related to 
a commitment to the process of help-seeking, such as not 
perceiving a problem as serious enough and waiting for the 
problem to improve on its own. Lastly, the extent to which 
young people believed information shared between them 
and professionals would be treated as confidential seemed 
to play a significant role in whether young people decide to 
seek help or not.
This review’s findings are broadly consistent with the 
previous review by Gulliver and colleagues that focused 
on young people’s help-seeking for anxiety, depression and 
distress [14]. Our review makes a significant further contri-
bution to the existing literature by including young people’s 
perceived barriers for a wider range of mental health diffi-
culties. In line with our findings, Gulliver et al. [14] identi-
fied that the most common barriers and facilitators related 
to public, perceived and self/stigmatising attitudes, mental 
health knowledge, young people’s preference for self-reli-
ance and perceived confidentiality. However, Gulliver et al. 
[14] reported that structural factors (e.g. logistical factors 
and costs related to professional help), anxiety symptoms, 
and characteristics of mental health service providers were 
more common than we found in this review. Furthermore, 
while Gulliver et al. [14] found that past positive experiences 
of help-seeking was the most frequently reported facilita-
tor across studies, we found that (1) positive attitudes and 
encouragement from young people’s support network and 
(2) positive perceptions of the contact between them and 
professionals were the most commonly reported facilitators. 
These observed differences are likely to reflect the larger 
number of studies included in the current review than the 
previous review, with nearly two-thirds of included studies 
published since the review by Gulliver et al. [14]. Further-
more, the current review excluded studies with only young 
adult participants (e.g. university students), who may well 
perceive different barriers and facilitators to seeking help 
than younger adolescents.
Implications
Our findings highlight many potential ways to improve 
access to treatment for young people experiencing mental 
health difficulties. First, the review highlights the ongoing 
need to minimise perceived mental health stigma among 
young people. There are a growing number of large-scale 
public health initiatives (e.g. Time to Change in the UK and 
Opening Minds in Canada) and school-based interventions 
[76] that are designed to reduce stigma and improve young 
people’s mental health and help-seeking literacy. Once the 
effectiveness of such programmes has been demonstrated, 
widespread dissemination is critical, making constructive 
conversations about mental health a part of the daily school 
routine. Our findings indicate that these interventions should 
focus on improving young people’s knowledge and under-
standing of mental health problems, [54], equipping young 
people with self-help skills and strategies [34], normalis-
ing mental health problems and the process of help-seeking 
[63, 74], ‘demystifying’ professional help [72], explain-
ing which problems require help and which may not [20], 
and informing young people about where to find help and 
what to expect from it [30, 40], including explaining the 
therapeutic ‘ground rules’ (e.g. confidentiality). If we want 
to close the gap between high prevalence of mental health 
disorders and low treatment utilisation, sufficient service 
provision and professional support must be widely avail-
able for young people. Providing services within the school 
environment could address the systemic and structural 
barriers by minimising the effort required to access youth 
mental health services. Further, this could help reduce the 
barriers related to logistical factors, such as lack of time 
and transportation difficulties. Indeed, hundreds of schools 
in the UK already work collaboratively with local child and 
adolescent mental health services to offer specialist sup-
port and treatments to young people, teachers and parents 
at school [77]. With careful implementation, this may also 
be less stigmatising than a clinic environment [16], poten-
tially helping greater numbers of young people to seek and 
access evidence-based treatments [78]. In addition, young 
people should be as equipped as possible to help themselves. 
Digital tools might be a means to increase access to support 
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for mental health problems, and young people in studies 
in our review identified benefits of, for example, text mes-
sages [63, 67] to self-refer and to communicate with pro-
fessionals directly Similarly, young people suggested using 
computerised psychological treatments [58], which might 
be especially appropriate for those who find it hard to talk 
about their feelings in person, and may help improve young 
people’s perceived independence. Equally, ensuring services 
are free at the point of use would minimise financial barriers 
to help-seeking/accessing. As young people’s support net-
works, especially families, seem to play the most important 
facilitative role in their process of help-seeking/accessing, 
professionals should be mindful about seeking appropriate 
family involvement, whilst balancing this against young 
people’s desire to make their own decisions about receiving 
help. It is clear that wherever interventions are provided, 
they must promise young people privacy [65] and promote 
their agency, control and self-determination [72].
Strengths and limitations
This review provides a comprehensive overview of the most 
common reasons given by young people about why they may 
or may not seek and access professional help when experi-
encing mental health difficulties. The inclusion of qualita-
tive studies provided additional contextual information and 
more detailed insight into young people’s experiences than 
was commonly captured in quantitative studies. By including 
all recent studies focusing on a wide range of mental health 
difficulties, it provides an update to and extension of the 
previous review published nearly a decade ago. Although the 
eligibility criteria for this review were narrower (i.e. exclud-
ing the studies with only young adults), there were twice as 
many studies included in this review as in the previous one, 
highlighting the rapid development of this field and the need 
for an updated review. Finally, the review was conducted 
using rigorous and systematic methodology. Nevertheless, 
the review has some limitations. Due to the high variability 
of included studies it was not possible to carry out detailed 
group comparisons in relation to the type of mental health 
problem, source of professional help, study setting and 
participants’ treatment utilisation. Furthermore, only four 
studies used a standardised diagnostic assessment to assess 
participants’ mental health, and many studies did not report/
assess participants’ mental health at all, making it hard to 
perform reliable comparisons of findings among adolescents 
with different mental health problems. Another limitation 
relates to the fact that the review only includes studies pub-
lished in English in peer-reviewed journals and, therefore, 
findings from studies published in other languages and in 
alternative publications were not captured here. Finally, it is 
important to acknowledge that the systematic search used to 
identify studies for inclusion in this review was conducted in 
February 2018 and, therefore, any relevant studies published 
since this date were not included in the review. Similar to 
previous research [12], our review identified that existing 
quantitative barrier/facilitator questionnaire measures are 
(1) more focused on barriers than facilitators and (2) tend to 
overlook some barriers/facilitators, especially those related 
to the role of young people’s support network and the char-
acteristics of the relationship between young people and 
professionals. Results from the quantitative studies might, 
therefore, at least partly reflect the fact that young people 
were not asked about certain barriers and facilitators. These 
limitations of quantitative studies highlight the importance 
of including qualitative studies as well.
Conclusions and further research
The main reasons for (not) seeking and accessing profes-
sional help given by young people are those related to men-
tal health stigma and embarrassment, a lack of mental health 
knowledge and negative perceptions of help-seeking. Young 
people also reported a preference for relying on themselves 
when facing difficulties, and issues with committing fully to 
the process of help-seeking/accessing. Widespread dissemi-
nation of evidence-based interventions delivered in schools 
targeting perceived public stigma and young people’s mental 
health knowledge is needed. Furthermore, the collaboration 
between schools and mental health services is essential to 
enable young people and their families to access evidence-
based support within settings that minimise the logistical 
barriers. Mental health professionals should also offer young 
people different ways to access help on their own, includ-
ing using digital tools, which have a potential to facilitate 
help-seeking behaviour and promote young people’s agency.
Our review identified a few possibilities for further 
research. The lack of established self-report quantitative 
measures of barriers and facilitators of seeking and access-
ing mental health support for young people highlights the 
need to develop and evaluate a new questionnaire. Findings 
from the qualitative studies should be considered when 
revising the content of the existing questionnaire items to 
ensure all relevant barriers/facilitators are captured, and their 
prevalence can be established. To inform mental health ser-
vices for specific disorders in children and young people, 
studies examining barriers and facilitators to seeking and 
accessing professional help for children and adolescents 
experiencing specific mental health difficulties are required.
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